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A Life Safety Survey was conducted by the State
of Tennessee Department of Health Division of
Health Licensure and Regulation Office of Health
Care Facilities survey on 8/14/17. During this Life
. Safety Survey, Signature Healtheare of
Rockwood Rehab & Wellhess was found in
substantial compliance with the requirermnents for l
| participation in Medicare/Medicaid at 42 CFR
| Subpart 483.70{a), Life Safety from Fire, and the
related National Fire Protection Association i
|
|

| {NFPA) Standard 101 - 2012 edition.

| The requirement at 42 CFR, Subpart 483.70(a) is ; |

MET as evidenced by: i i
K9899 | FINAL OBSERVATIONS . Kg999;
| H |

During the Life Safety partion of the survey
conducted on 8/14/17, no deficiencies were cited
. under 42 CFR Part 483 , Requirements for Long
i Term Care.
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Any deficiency staterent ending wilh an asterisk (*) denotes a deficiency which the institution may be excused f“’"? camrecting praviding it is determined that
other safeguards provide suificient protection to the patisnts. (See instructions.) Exeept for nursing homes, the findings stated above ara disclosgble 90 days

program participation.
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